Although the sweat test (ST) is considered the gold standard for the diagnosis of cystic fibrosis (CF), it still remains the center of great interest as well as debate over its execution and interpretation. 1 We read carefully the important article by Traeger and colleagues. 2 The study showed that in 13,775 ST [313 (2.3%) patients with CF], sweat chloride concentrations decrease in the first year of life, increase in the second year until the age of 18, and decrease slowly after age 18.
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We read carefully the important article by Traeger and colleagues. 2 The study showed that in 13,775 ST [313 (2.3%) patients with CF], sweat chloride concentrations decrease in the first year of life, increase in the second year until the age of 18, and decrease slowly after age 18.
We assessed 5196 ST [671 (12.91%) patients with CF] in our university referral center. Unlike the study conducted by Traeger and colleagues, we assessed chloride levels by age, considering the reference values for the ST 3, 4 ( Fig. 1 ).
The sweat was collected following Gibson and Cooke's traditional method (1959) and the sweat chloride concentration was determined by chloridometry and the sweat sodium concentration by flame photometry. The sweat chloride levels were used to group the samples according to the CF diagnosis: (i) chloride < 30 mEq/L; (ii) chloride ≥ 30 mEq/L to <40 mEq/L; (iii) chloride ≥ 40 mEq/L to <60 mEq/L; (iv) chloride ≥ 60 mEq/L (group of patients with CF). The ST data was obtained from the medical records of the Pediatric Gastroenterology Laboratory and the Gastroenterology Center at the University Hospital.
The patients were divided into three age groups: (i) from birth to <six months; (ii) ≥six months to <18 years; (iii) ≥18 years.
Statistical analysis was carried out with linear regression test and Spearman's rank correlation test by the MedCalc software version 16.4.3. Significance level was set at 0.05 for all analyses. The power of the sample was greater than 80%.
The study was approved by the Ethics Committee of the University of Campinas (#474326).
As observed in Fig. 1G , the results from our total population agree with those reported by Traeguer and colleagues. 2 The same correlation was observed for the groups of sweat chloride levels in mEq/L: (i) chloride < 30 mEq/L; (ii) chloride ≥ 30 mEq/L to <40 mEq/L; (iii) chloride ≥ 40 mEq/L to <60 mEq/L; (iv) chloride ≥ 30 mEq/L to <60 mEq/L; (v) chloride < 60 mEq/L (Fig. 1A---E) .
In contrast, as shown in Fig. 1F , CF patients show increased sweat chloride levels in the first year of life. These levels gradually reduced after the second year or life. This was not evidenced by Traeguer and colleagues, 2 possibly due to the effect of sample dispersion of CF patients within the total sample.
It is important to note that sweat chloride levels tend to be lower among adults compared to children. Another important factor is the evidence that sweat chloride levels have intra-and inter-individual variability, even in patients with the same genotype in the Cystic Fibrosis Transmembrane Regulator (CFTR) gene. 5 Such alterations should be further studied by measuring amounts of sweat chloride in CF patients and healthy individuals on a long-term basis.
One hypothesis that may explain decreased amounts of sweat chloride in sweat with increasing age is related to changes in the stability of the CFTR protein in healthy individuals and CF patients with borderline sweat chloride levels. On the other hand, for all subjects, reduced sweat chloride levels after 18 years of age may be a consequence of the aging process. Aging is a natural response, which causes physiological changes, including alterations in other chloride regulating channels and the action of modifier genes. G   30  25  20  15  10  5  45  40  35  30  25  65  60  55  50  45  40  35  30  60  55  50  45  40  35  30  25  20  70  60  50  40  30  20  10  0  -10  160  150  140  130  120  110  100  90  80  70  60  50  40  30  20  180  160  140  120  100  80  60  40 Therefore, studies should also be made on the factors that interfere with sweat chloride levels in different ages among healthy individuals and CF patients.
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Survival analysis of patients with non-small cell lung cancer treated by surgery with curative intent
Dear Editor, Lung cancer is the leading cause of cancer deaths in the entire world, representing 19.4%---27% of all deaths from cancer.
1 Surgical resection is considered the treatment standard for early stage disease (stage I and II) and for some cases in IIIA stage.
1 Accordingly to the TNM system, 5-years survival for IA, IB, IIA, IIB, IIIA, IIIB and IV stage disease, is about 73%, 58%, 46%, 36%, 24%, 9% and 13% respectively. 2 The purpose of this study is to describe a population of patients submitted to curative intent surgery for lung cancer and analyze the survival.
Data was collected retrospectively from the clinical process of patients with NSCLC who had indergone pulmonary resection surgery with curative intent who were being followed at the Pneumological Oncology Service of a University Hospital. Patients who had not had lymphadenectomy were excluded.
After initial treatment was completed, patients were followed every 3 months with a complete physical examination, blood analyses and chest X-ray for 5 years, every 6 months with computed tomography (CT) for 2 years and then annually.
A descriptive analysis of the variables of 102 patients undergoing pulmonary resection surgery was carried out. This included patients who were operated on between 1 January 2008 and 31 December 2012 and were followed until 31 December 2015.
The comparison of the distribution of variables was made using adjustment tests (Binomial and Chi-square). Kaplan---Meier survival analysis was used to determine mean survival time and mortality rate according to the disease stage and comparison of these by log-rank test. The association between pathologic stage and survival was assessed using Fisher's exact test. The analysis was performed in the SPSS, version 23, and the statistical tests analyzed at the significance level of 5%.
The study was conducted with a group of 102 patients with an average age of 63.69 ± 9.31; 68.6% were men. The distribution of tumor location is preferentially peripheral (72.5%), appearing in the lobar bronchus (15.7%) or main bronchus (11.8%) with less frequency (p < 0.001). Most of the patients had Adenocarcinomas (61.8%) or squamous tumors (26.5%). Most of the surgeries performed were lobectomies (81.4%), followed by pneumonectomy (14.7%), wedge excision (2.9%) and segmentectomy (1%). 26.5% cases were in pathological stage IA, 24.5% in IB, 21.6% in IIA, 9.8% in IIB and 17.6% in IIIA (p = 0.064).
Of the 102 cases analyzed, 41 died during the study period (40.2%). The estimated mortality rate in the population should be between 30.7% and 47.7%. The median overall survival time was 65.61 ± 3.56 months and the 5-year survival (60 months) was 46.20 ± 1.93 months. There was a statistically significant difference in mean survival time depending on the disease stage (p < 0.001) [ Fig. 1 ]. The tendency is that patients with stage IA have a better prognosis, with a statistically significant difference between this and any of the other stages. Table 1 presents the mean survival time observed at the 5-year follow-up, and the respective estimated mean survival time in the population, in relation to the disease stage. In the legend, the p-values adjusted for multiple comparisons of the survival time between pairs of stages evaluated are presented.
